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The Royal College of General Practitioners and the General Medical Services Committee of the British Medical Association are in the process of producing a record card with an accompanying handbook outlining a plan for a developmental surveillance programme suitable for use in general practice and, hopefully, by others. These plans fit neatly into the proposals put forward by Donald Court in the accompanying paper in this issue (p 863).
In preparing such documents two questions immediately come to mind: firstly, is there a need for developmental surveillance; and, secondly, who is to do the work?
It is the natural wish of parents that their children should grow and achieve their maximum potential. The knowledge that many disablingand even lethaldiseases can be prevented led to the introduction of well-baby clinics, initially run mainly by Local Health Authorities. In the 1974 reorganization these were taken over by NHS Area Health Authorities and now District Health Authorities. Over the years more and more general practitioners have also taken to running their own well-baby clinics, sometimes in direct collaboration with the health authority and usually in conjunction with health visitors. Now that all new entrants to general practice have undertaken a period of vocational training, usually including a six-month appointment in paediatrics, even more practices are including the care of well babies as part of the service they offer.
The function of these clinics is threefold. Firstly, there is the examination of all babies at appropriate intervals to see that they are growing normally (height/length, weight, skull circumference and, perhaps, skin thickness) and that such disabilities or potential disabilities as warrant intervention can be identified so that remedial action can be taken as soon as practicable. The most important tests are those directed at identifying congenital dislocation of the hips, squint, hearing loss and, in boys, maldescent or non-descent of the testes. Other tests are directed at identifying any defects in the four major functions: gross and fine motor, coordination and language development.
A number of other tests can also be carried out but, for many, their validity remains to be proven; for example, doubt has recently been shed on the rolling ball tests used to determine visual acuity (Hall et al. 1982) . In other instances, for example, the recognition of either mental handicap or spasticity, does the benefit of telling the parents of our suspicions at the earliest stage outweigh the disadvantage of generating unnecessary anxiety? Perhaps the best time for the doctor (or health visitor) to raise the issue is just before the parents themselves begin to suspect something is amiss.
The second functionand perhaps the major oneis the reassurance of the parents that their baby is developing normally. To achieve this it is necessary to create a relaxed atmosphere. The motheralso father and, even more important, grandmother if she is presentmust be encouraged to express all their worries and fears, rational or irrational. It is only after the doctor and health visitor have found out what is going on in the mother's mind, and answered all queries and doubts, that they can say to her 'Your baby is normal' -often adding 'You are doing very well as a mother'.. attendance. Carne argued against combining the two functions, saying that the tension of mothers waiting to have their babies 'jabbed' was sometimes distressing to the other mothers and babies who were involved in what should be a happy and playful occasion.
These activities just described constitute what is usually termed 'developmental surveillance'. (Screening is an alternative word.) 'Developmental assessment' is the term applied to the activity undertaken by specialists (often a multidisciplinary team) for those children found at a surveillance examination to have one or more 'disabilities'. Developmental assessment includes the determination of what special facilities may be needed, including educational requirements. Whilst the general practioner is not usually involved directly with the assessment process, his opinion should be sought and, where possible, he should be involved in any decision-making.
An issue at present being actively debated is who should carry out the developmental surveillance: GPs, clinical medical officers (CMOs, formerly known as assistant medical officers of health) or health visitors? At present there are not enough GPs able and willing to do all this work and so, if it is to be done by someone medically qualified, there will be a need for some years to come for the involvement of CMOs. Furthermore, many CMOs (probably the vast majority) are anxious to become involved in the treatment of sick children. It is essential that we now plan for the ultimate 'marriage' of CMOs with general practice if we are to avoid the fragmentation of primary child health care and the break up of general practice which would follow the removal of the care of children from the 'family' doctor.
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